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ORIGINAL ARTICLES 


THE PRESIDENT’S ADDRESS * 


THE BEGINNINGS OF THE PROVIDENCE 
MEDICAL ASSOCIATION 


By Joun E. Dontey, M.D. 


222 Broapway, ProvipENce, R. I. 


Our forefathers who rule us so gently yet 
imperiously from their urns, laid upon its retiring 
President the duty of delivering before this Asso- 
ciation at its Annual Meeting, an address having 
special reference to the work and needs of the 
Association. And inasmuch as I conceive one of 
our present needs to be some knowledge of our 
beginnings, | am going to ask you to accompany 
me upon a brief excursion into the early history of 
our Association, hoping thus to recall the labors 
of those colleagues of ours who attended at the 
birth and nurtured the tender years of the Provi- 
dence Medical Association to which we have the 
honor to belong. My summary story contains no 
narrative of stirring events, of epoch-making dis- 
coveries or of men touched by the divine fire of 
genius. It is an account of physicians like our- 
selves, patiently doing the work that lay before 
them, attempting with whatever success to solve 
the medical problems of their time, all of them 
general practitioners who by the unity of their 
efforts, hoped to enhance their social solidarity and 
to enlarge the compass of their minds. We have 
existed as an Association through the long life of 
a man; that is to say, one who was born in the 
year of our foundation would be eighty-four years 
old today. And if, on this occasion, I pause to 
contemplate the heritage which is ours, it is to pay 
to those who bequeathed it, the triple tribute of 
admiration, gratitude and respect. 

Among many treasures in the library of the 
Khode Island Medical Society is a leather-covered 
record book, made and sold, as we are informed 


* Delivered at the Annual Meeting of the Providence 
Medical Association, January 4th, 1932. 


by a label on the inside of the cover, by Charles 
Burnett, -Jr., Bookseller and Stationer, at No. 3 
Westminster Street, Providence. In it, as even 
today by our own Secretary, so tenacious are we of 
tradition in conservative Providence, the records 
of meetings are written in longhand. Of some 
Secretaries the handwriting is legible easily, a 
symbol of a careful hand marching in unison with 
the mind; of others, the writing is difficult to 
decipher, indicating perhaps, a pen unequal to the 
rapidity of the thoughts it would express, or pos- 
sibly, a little careless of Secretarial niceties. 

Turning the pages of our family record, we 
learn that at a meeting of the physicians of Provi- 
dence, held at the office of Dr. H. W. Rivers, on 
January 31, 1848, it was voted that a city medical 
society or association should be formed, for the 
mutual benefit of its members. Dr. S. Augustus 
Arnold was appointed to be Chairman and Dr. J. 
W. C. Ely, temporary Secretary. Drs. George L. 
Collins, H. W. Rivers and S. A. Arnold were 
appointed a committee to draft a Constitution and 
By-Laws for such a Society or Association. The 
meeting was then adjourned to the office of Dr. 
Joseph Mauran on February 5, at 7:30 P. M., at 
which meeting the Constitution and By-Laws were 
read, and with some amendments, adopted. 

According to the framers of its Constitution, 
the objects of the Providence Medical Association 
shall be, first, the separation of regular and irregu- 
lar practitioners; second, the association of the 
profession proper, for the purposes of mutual 
recognition and fellowship; third, the promotion 
of the character, interests and honor of the frater- 
nity, by maintaining the union and harmony of the 
regular profession of the city, and aiming to ele- 
vate the standard of medical education; fourth, 
the cultivation and advancement of the science by 
our united exertions for mutual improvement and 
our contributions to medical literature. 

The first Annual Meeting of the Association 
was held in the rooms of the Franklin Society on 
March 6, 1848, and at this meeting the following 
gentlemen were unanimously elected for the ensu- 
ing year: 
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President, Dr. S. Augustus Arnold. 

Vice-President, Dr. Lewis L. Miller; Treas- 
urer, Dr. Lewis A. Clifford; Secretary, Dr. J. W. 
C. Ely. 

Standing Committee: Dr. Henry W. Rivers, Dr. 
Charles W. Parsons, Dr. George L. Collins, Dr. 
Edmund V. Hathaway, Dr. Henry P. Pratt. 

Thus, after three preliminary meetings, the 
Providence Medical Association, equipped with a 
full complement of officers and a standing com- 
mittee, was launched upon its career of usefulness, 
not for its members only, but for this community 
as well. 


For those of us who have been nurtured in what 
we are, or should I say rather, were proud to call 
the “age of the machine,” the mid-nineteenth cen- 
tury city in which our ancestors lived and worked 
is not easy of recall, even in imagination. In 1848 
the inhabitants of Providence numbered approxi- 
mately 40,000 people living, some on the east side, 
but the majority on the west side of the river. In 
every direction the city was stretching out its arms. 
New streets were extending all around it and new 
manufactories were springing up in every quarter. 
Thanks to the discovery that anthracite might be 
used to develop steam, there was a rapid growth of 
cotton and woolen mills, engine works, foundries, 
jewelry factories and many minor industries. As 
showing the desire of the people for more and 
better light, the Providence Gas Co. commenced 
the manfacture and distribution of gas in Decem- 
ber, 1848. Butler Hospital opened its always char- 
itable doors for the reception of patients in 1847 
and at the same time Swan Point Cemetery, then 
as now, a place of surpassing beauty, came into 
chartered existence. That indispensable nuisance, 
the telephone, was still in the future, but in 1847 
the Rhode Island Magnetic Telegraph Co. was 
incorporated with power to connect different places 
in our State by aerial lines of wire, and to connect 
such lines with other lines without the State for 
the transmission of telegraphic messages. The 
manner in which this was to be done was incompre- 
hensible to most people and many of them delivered 
themselves of the firm opinion that the thing was 
simply impossible. 

Not a stone’s throw from this building was the 
old cove basin, a considerable body of water which 
received the Woonasquatucket and Moshassuck 
rivers on their way to the Providence river. Great 
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Point, on the north side of the cove, boasted the 
new State Prison and County Jail erected in 1838. 
On the opposite side of the cove men were at work 
completing the new Union Station made of red 
brick, which was opened to traffic in August, 1848. 
If one wished to travel by train it was possible to 
reach Worcester on the Providence and Worces- 
ter Railroad, a new venture in transportation, over 
which the first train passed from Providence to 
Worcester on September 27, 1847. This was a 
great day in the history of the Blackstone Valley. 
The inhabitants along the route of the railway and 
from more remote regions assembled to watch the 
train go by, or ride upon it, that it might be said 
of them that they were among the passengers on 
the first train, even as some of us like to remember 
pleasantly that we rode on the first trolley car, or 
more proudly, that we were the owners of the first 
automobile. To reach Boston one travelled on the 
Boston and Providence Railroad, the terminus of 
which had just been moved from India Point to 
the new Union Station. To New York City, the 
route was by steamer from Providence or by rail 
to Stonington and thence by boat to New York, 
since the railroad from Stonington to New York 
City was not yet in existence. In 1848 there were 
no street cars in Providence, for the horse car did 
not make its appearance until the winter of 1863-4, 
running from Providence to Pawtucket. But you 
might reach by omnibus the outlying villages of 
Pawtucket, Olneyville, Elmwood and Pawtuxet. 
About this time was to be seen on the city streets 
a means of transportation which is said to have 
been indigenous to Providence. I refer to the 
so-called “furniture wagons,” a kind of light, 
strong conveyance which when supplied with 
upholstered seats, became the excursion wagons of 
a later day. In passing may I mention too that the 
low-gear is a Providence invention of this period 
and when seen elsewhere is merely a copy of the 
Providence product. 

A student of Brown University in 1848 might 
call in at the library of the Rhode Island Histor- 
ical Society standing as today on Waterman street, 
and wending his way down the College Hill would 
pass the Athenaeum, and arrived at the foot of the 
Hill would have on his right the old City Building, 
now the home of the Chamber of Commerce and on 
his left the Hoppin Building as he entered Market 
Square, where he would pick his way among the 
numerous farm wagons and private carriages 
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assembled outside the city market, and the old 
coffee house so popular in those days with the 
citizenry of Providence. Looking northward he 
would see the First Baptist Church and contin- 
uing on his way up Westminster street, lined with 
many residences, he would pass the Arcade and 
farther along Grace Church, which was erected in 
1845; while yet farther along, at High and Fenner 
streets, was the Church of Sts. Peter and Paul 
recently chosen as his Cathedral, by Right Rever- 
end William Tyler, the first Catholic Bishop of 
Connecticut and Rhode Island. 


In 1848 the only institutions in which the people 
of Providence might be given care and medical 
treatment were the Dexter Asylum and the old 
Marine Hospital which, still in use, provides the 
servants’ quarters, but which formerly occupied 
the ground on which now stands the main building 
of the Rhode Island Hospital. 

Such then, in brief and altogether inadequate 
summary, was the city in which the Providence 
Medical Association began its life of varied use- 
fulness. And now something of the men who 
founded it. What did they do in their early meet- 
ings ; what problems confronted them ; what things 
were they concerned to discuss? 


Although we physicians are primarily devoted 
to the service of Minerva Medica, yet the world 
being such as it is, we must on occasion burn 
incense to Mammon. Apparently, there was in 
Providence, before the organization of our Asso- 
ciation, some variability in the fees charged by 
physicians severally, for at the second meeting in 
the office of Dr. Joseph Mauran on February 5, 
1848, the committee, namely, Drs. G. L. Collins, 
H. W. Rivers and S. A. Arnold, which had drawn 
up the Constitution and By-Laws, was continued 
and instructed to draw up a fee table. The com- 
mittee accomplished its work with commendable 
promptness and on March 14, 1848, at a meeting 
in the rooms of the Franklin Society the fee table 
was read and accepted as part of the By-Laws by 
the nine members present. The length of the table 
precludes the reading of it in full, but a sample 
here and there may be of some interest. 


For a visit $1.00 
For a visit in consultation $2.00 
For a visit and passing a catheter $2.00 
For a visit and dressing or venesection $1.00-$2.00 
For a visit in the night $3.00-$5.00 
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The night visit is considered as beginning 
at ten P. M. and ending at sunrise. 

For rising in the night and advice at 

physician’s house $1.00 
For advice at physician’s house, accord- 

ing to the importance of the case 

and time occupied $1.00-$5.00 
For a visit out of town, for every mile 

from the center of Providence $1.00 
For a letter of advice $3.00-$5.00 
For a case of gonorrhoea not less than $10.00 
For a case of syphilis not less than $10.00 
For a case of midwifery $8.00 
If any part of the attendance is in the 

night $8.00-$10.00 
For using forceps $12.00 
For vaccination at physician’s house $100 
For visit and cupping $2.00 

At the meeting May 1, 1848, it was voted that 
the fee for advice at physician’s house should read 
$.50-$5.00 rather than $1.00-$5.00. 

At the meeting of July 3, 1848, the committee 
appointed to complete the table of fees for surgi- 
cal treatment made its report and the following 
fees were agreed upon: 

For capital operations such as amputa- 

tion of large limbs, lithotomy, tre- 

paning, and extirpation of large 

tumors $50.00-$100.00 
For fistula in ano $10.00-$25.00 
For tapping for dropsy and reducing 

luxations and fractures of large 

bones $10.00-$40.00 
For amputation of fingers and toes and 

extirpation of small tumors $3.00-$15.00 
For reducing luxations or fractures of 

small bones, stitching recent wounds, 

opening abscesses and cetera $2.00-$10.00 

Having decided upon the fee-table the meeting 
then voted that 100 copies of the table together 
with the names of the members of the Association 
be printed and distributed among them. Although 
in later years this fee-table was revised, usually in 
an upward direction, notwithstanding, it affords us 
a good illustration of what compensation for their 
services the physicians of Providence deemed sat- 
isfactory in the middle of last century. In the 
financial discussions of our fathers there is to be 
found the ever-recurring spirit of humanism 
which, whatever else they may say about us, our 
severest critics have not denied to physicians. And 
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so in our early By-Laws it is expressly stated that 
it is not designed by these regulations to prevent 
the members of the Association from rendering 
their services to the poor gratuitously, a symbol of 
the ancient truth that where there is love of our 
Art, there also is love of humanity. 

Having disposed of these necessary matters 
financial, the Association turned its attention to 
the consideration of matters medical. Reading the 
fading ink of these old records, we observe yet 
once again, how slow in gestation is the mother 
of progress. Obstetrics still took its tragic toll in 
sepsis, for it was not until 1843 that a young 
doctor in Boston named Oliver Wendell Holmes 
published his essay “On the Contagiousness of 
Puerperal Fever,’ which was received not with 
acclaim but with a storm of criticism and in some 
influential quarters with a mighty storm of abuse. 
Holmes’ paper failed to stir the medical slumber, 
for our beloved colleague Dr. Carver once told me 
that in his early days it was customary to clean 
the obstetrical forceps after and not before they 
were used. In April, 1846, a young physician, J. 
W. C. Ely, our first Secretary, having completed 
his course in the Harvard Medical School a short 
time before, opened his office on the grounds of 
Brown University to the east of Rhode Island 
Hall. He had been in practice but a few months 
when he was invited to be present at the Massa- 
chusetts General Hospital where, on October 16, 
1846, was to be given the first public demonstra- 
tion of the use of ether in surgical operations. 
Fifty years later Dr. Ely received another invita- 
tion to be present at the semi-centennial celebra- 
tion of this momentous occasion. It is of interest 
to note that at the December meeting of 1848, 
“Etherization in Midwifery” was proposed as the 
subject of discussion, and in January, 1849, Dr. 
George Capron and others presented before the 
Association the results of their experience with 
the anaesthetic agents in midwifery. 

The contagious diseases which for, us, fortu- 
nately, form no large part of our experience, were 
for our early members a constant and menacing 
reality. In the summer of 1847 dysentery was 
very prevalent in the city and therefore on April 4, 
1848, Dr. Capron presented a paper on the sub- 
ject, after which it was proposed that whooping- 
cough be discussed at the next meeting, while at a 
subsequent meeting there was a lively discussion 
of the history and symptoms of a case of supposed 
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cholera which had occurred in Eddy Street. 
Dr. G. L. Collins having made the autopsy on this 
patient, read a statement of the facts he had been 
able to gather with respect of the history, symp- 
toms, treatment and lesions discovered on post- 
mortem examination. The treatment of cholera 
was then discussed by the members present. In 
July, 1849, the twelve physicians present at the 
meeting voted that a committee confer with the 
Board of Health in regard to reporting cases of 
cholera and it was further voted that all the mem- 
bers take note of the cases of cholera occurring 
in their practice and deposit these notes with the 
Secretary. This committee later reported that they 
had been in conference with His Honor the Mayor, 
the Board of Health not being in session, and 
represented to him the wishes of the Association 
that no cases of cholera except those terminating 
fatally be reported. In accordance therewith the 
committee have the pleasure to state that the Mayor 
most cheerfully assents to their proposition and in 
the future will have the reports thus made deeming 
the plan decidedly the most judicious to allay pub- 
lic anxiety and panic. The committee also recom- 
mended that all successful cases be reported to the 
Secretary at the regular meetings, with such his- 
tory thereof as will render them serviceable for 
future statistical reference. The members then 
reported and discussed cases of cholera which had 
appeared in Power street and in Atwell’s avenue. 

And so from month to month the record con- 
tinues telling of cases of membranous croup for 
which the treatment was calomel and Dover’s pow- 
der, of typhoid fever with perforation of the 
bowel, of cholera infantum which was always 
serious and frequently fatal, of dysentery at Dex- 
ter Asylum where the disease was very severe, 
nearly all the cases being attended with ulceration, 
of erysipelas and of small pox, the latter being 
responsible for nine deaths in six months as late as 
1865. In these theoretically so arid times, it may 
interest some of our younger members whose 
memories do not go back to the Golden Age, to 
know that in September, 1852, Dr. Smith reported 
a case of diabetes mellitus successfully treated by 
the administration of one pint of New Engand 
rum every 24 hours, the treatment lasting about 
three months. How hesitant was abdominal sur- 
gery may be realized by reading that at the 
November meeting of 1852 Dr. George Capron 
reported a case of dropsy which resulted in death 
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and in which the post-mortem examination dis- 
closed an ovarian sack filled with a jelly-like fluid 
weighing about ten pounds. 

As the population of the city was increasing 
rapidly it was obvious that more and better hospital 
facilities were desirable and so we find that at the 
October meeting of 1851, upon the suggestion of 
the President, Dr. Usher Parsons, a committee of 
seven was appointed to take into consideration the 
propriety of establishing a hospital in the city and 
to utilize such measures for inquiry upon the sub- 
ject as they might deem necessary and expedient 
thereto. At the next meeting the committee made 
its report recommending several preparatory meas- 
ures concerning the proposed establishment of 
such a hospital. The report of the committee was 
adopted and placed on file. Again in 1853, at the 
November meeting, the subject of a city hospital 
was brought to the attention of the Association 
and it was voted that the committee appointed in 
1851 be authorized and requested to take such 
measures as they might think expedient to further 
the object. In June, 1855, Dr. Usher Parsons once 
more revived the subject of a city hospital and 
referred to a recent paragraph in the Providence 
Journal reflecting upon the tardiness of the medical 
faculty of the city in moving in this matter. 
Although there was a good deal of discussion in 
the Providence Medical Association as well as in 
the Rhode Island Medical Society it resulted in 
nothing practical until at the January session of 
the Legislature of 1863 a petition was presented 
signed by twelve physicians of Providence praying 
for the granting of a charter for a hospital. This 
petition for a charter having been favorably acted 
upon the course of events leading to the building 
of the Rhode Island Hospital was inaugurated. 

To no one more than to Mr. Thomas Poynton 
Ives did this great project owe its inception. It is 
pleasant for us to remember that he was an inter- 
esting and welcome guest at some of our early 
meetings. As a young man he studied medicine 
in the office of Dr. Ely and afterward completed 
a full medical course at the College of Physicians 
and Surgeons in New York City. He did not take 
his degree for the reason that he did not wish to 
be called Doctor because he studied medicine for 
the love of it and his intense interest in science. 
In October and November, 1856, we find him at 
the meetings of the Providence Medical Associa- 
tion exhibiting, in the excellent company of Drs. 
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George L. Collins and J. W. C. Ely, a series of 
slides showing a variety of miscroscopical speci- 
mens. Among the specimens exhibited were the cir- 
culation in a frog’s foot, the motion of cilia in an 
oyster, nerve fibre and blood corpuscles, sperma- 
tazoa from a frog, transverse sections of teeth and 
of the femur, muscular fibres, white and yellow 
fibrous tissues, transverse section of striated mus- 
cular fibres from the pig and finally specimens of 
areolar tissue, an inspiring picture, | am sure you 
will agree, enough to enshrine amongst us the 
memory of a young man who died in his thirty- 
first year, yet not before he had contributed out of 
his generous heart and his equally generous purse 
to the consummation of the work so near to his 
heart’s desire, the founding of the Rhode Island 
Hospital. 

But now, gentlemen, though my materials are 
far from exhausted, time and your patience demand 
that I make an end of my story. To us, the heirs 
of their travail and their spirit, our fathers 
bequeathed this splendid Association. Let us prove 
worthy of their gift. And if, in all humility, I 
dare to take my place in the noble line of your 
Presidents, it is owing, I beg of you to believe, to 
your gracious loyalty and forbearance and not 
least to the ever-willing co-operation and guidance 
of our Secretary, to whom, in leaving this place, 
I tender my sincere gratitude. 


THE LATE MANIFESTATIONS OF 
SYPHILIS IN THE AORTA * 


MarsHatt N. Futon, M.D. 


124 WATERMAN STREET, ProvipDENCE, R. I. 


The late manifestations of acquired syphilis are 
found chiefly in two systems of the body: the 
central nervous system and the cardio-vascular 
system. By and large, when we speak of cardio- 
vascular syphilis, we generally have in mind neither 
syphilis of the heart nor of the peripheral blood 
vessels, but syphilis of the aorta and those con- 
ditions which are secondary to it. It is certain 
that from a standpoint of disturbed circulatory 
function the aorta is the main and primary seat of 
trouble in so-called cardio-vascular syphilis. We 


* Read before the Providence Medical Association as 


part of a discussion on. late syphilis, November 2, 1931. 
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shall deal then with syphilis of the aorta and its 
accompanying features. 

It should be noted at the outset that from a clin- 
ical standpoint syphilis of the aorta is a late mani- 
festation of the disease. Very often during the 
early stages of syphilis patients are thought because 
of weakness, precordial pain, palpitation, or a 
rapid pulse to be suffering from syphilitic heart 
disease. Rare instances of acute pericarditis clear- 
ing up on antiluetic treatment and of transient 
heart block have been reported as instances of 
heart involvement in early syphilis. But it has 
been emphasized by Wilson’ and others, Turner 
and White’, Ingraham and Maynard* that careful 
clinical and electrocardiographic study of patients 
with primary or secondary syphilis rarely ever will 
show any cardiac disease at this time which can be 
ascribed to the syphilitic infection. This does not 
mean that the spirochetes do not inaugurate their 
destructive program in the aorta at the time of the 
early infection. As a matter of fact, that they do 
so seems altogether likely. But the results they 
produce are, with infrequent exceptions, not demon- 
strable clinically at that time, and there exists a 
latent period during which no evidence of syphi- 
litic disease is manifest in the aorta or for that 
matter elsewhere in the body. Just as in some 
forms of central nervous system syphilis, so in 
aortic syphilis there is a period of 15 to 20 years 
elapsing between the initial infection and the 
appearance of cardiac symptoms. The average 
time being 16 years, there are some who live from 
25 to 30 years before showing symptoms or signs 
of aortic involvement. Conversely one will find 
occasionally a patient in whom the disease has 
progressed rapidly from a chancre to an aortic 
insufficiency within a year. A satisfactory explana- 
tion of this latent period and its duration has 
never been made and it remains one of the 
unsolved problems of syphilis. 


Incidence and Sex 


Aortic syphilis is roughly four to five times as 
common in males as in females,“ * a fact again 
which has never been adequately explained. It 
occurs in about one out of every five patients with 
late syphilis. Table I, taken from a recent study 
by Carter and Baker® shows that in 2,196 patients 
with syphilis admitted to the wards of Johns Hop- 
kins Hospital during a 12-year period there were 
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TABLE I 
Incidence of Syphilis of the Aorta in Ward Patients with 
Syphilis (Positive Wassermann). 12-Year Period 
Johns Hopkins Hospital.® 


Syphilis of 


Syphilis Aorta 


Total cases 





488 with syphilis of the aorta, an incidence of 
22%. These figures also show the much higher 
incidence of aortic syphilis in the colored com- 
pared to the white race: 32.6% of colored syphi- 
litics and 13.9% of white. Syphilis of the aorta has 
previously constituted from 12 to 15% of all cases 
of heart disease seen in a general hospital, though 
White’ notes that from 1914 to 1928 the incidence 
of cardiac cases at the Massachusetts General 
Hospital due primarily to syphilis has fallen from 
12% to 5%, a fact which he ascribes to an increase 
in “the early and satisfactory treatment of the 
original syphilitic infection.” 


Pathology 


For the purpose of clarity we may divide aortic 
syphilis into three groups: 

1. There are first of all the instances of simple 
aortitis. Here the lesion is limited generally to the 
first part of the aorta, though it may involve the 
whole of the arch and part of the descending 
aorta. In the diffuse form we find a dilated aorta 
with longitudinal wrinkling of the inner coats and 
exhibiting greyish or pearl white translucent 
patches in the intima. Ulcerations of the intima 
and calcification are not common unless there is an 
associated arterio-sclerosis. In some instances the 
lesion is limited to small circular or triangular 
patches just above the aortic valves. Here there is 
commonly involvement of the mouths of the cor- 
onary arteries leading to constriction of their ori- 
fices. 

2. Inthe second group are instances of aortic 
insufficiency. The lesion has spread to involve the 
aortic valve, producing characteristically two fea- 
tures : one, a widening of the commissures between 
the valve leaflets, the other alterations in the cusps 
with retraction and thickening. These changes 
bring about incompetency of the valve. Syphilis 
does not cause stenosis of the aortic orifice. 

3. Lastly, there are aneurysms of the thoracic 
aorta which may be either diffuse or saccular and 
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which, according to their location may or may not 
be associated with aortic insufficiency. 

To show the relative frequency of these last two 
groups, Carter and Baker® analyzed 100 cases of 
aortic syphilis and found that 58 had aortic insuf- 
ficiency alone, 18 had aneurysim with aortic insuf- 
ficiency, and 24 had aneurysm without aortic 
insufficiency. 

The nature of myocardial involvement in late 
syphilis is still a disputed point. On the one side 
are those championed by the late Dr. Warthin of 
Ann Arbor who can readily demonstrate spiro- 
chetes in the heart muscle of patients dying of 
syphilis and along with them microscopic lesions 
which are considered characteristic of the disease. 
Opposed to this view are those—and they are cer- 
tainly in the majority — who feel that the only 
characteristic myocardial lesion of syphilis when 
the heart is involved is hypertrophy of the heart 
muscle. This of course is exclusive of the rare 
instances of gumma of the myocardium and the 
uncommon case, seen particularly in negroes, of 
what is clinically syphilitic myocarditis without 
valvular defects. Generally speaking, however, 
heart failure due to late syphilis depends on two 
factors: the one is aortic insufficiency; the other 
is involvement in the aorta of the mouths of the 
coronary vessels leading to myocardial ischemia. 
This brings us back to our original premise that 
syphilis affects primarily the aorta and that the 
heart is involved secondarily only as the lesion 
encroaches upon the aortic valves or the coronary 
blood supply. 

Symptoms 


Of the symptoms from which these patients 
suffer there are two which are more or less com- 
mon to all three forms of aortic syphilis and are 
of major importance. The first of these is dysp- 
noea, most commonly related to exertion, at times 
coming nocturnally, but most significantly oceur- 
ring in paroxysms which we speak of as cardiac 
asthma. This distressing and very dramatic symp- 
tom may occur with no relation to effort, often 
coming on while the patient is asleep. The dysp- 
noea, at times of the most severe and alarming 
type, usually lasts for 15 to 30 minutes, during 
which time the patient may perspire profusely and 
feel, subjectively, as though death were imminent. 
After the attack passes off he may no longer be 
dyspnoeic but is greatly exhausted. Dyspnoea of 
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this type occurs in a fairly large percentage of all 
cases of syphilitic aortic insufficiency and is more 
common with this lesion than with simple aortitis 
or aneurysm. It may be the earliest complaint and 
generally occurs some little time before the appear- 
ance of edema. Though perhaps not as common as 
dyspnoea coming with exertion it is sufficiently 
characteristic to suggest this diagnosis in a given 
instance. The other common symptom is chest 
pain. Often this too is related to exertion though 
it may be noticed while the patient is at rest. It is 
frequently like the pain of angina pectoris, both in 
type and distribution. At times it is of a peculiar 
burning character arising in the epigastrium and 
coursing upward beneath the sternum’. Pain of 
course is most common with aneurysm, particularly 
when there is erosion of bone by the aneurysm or 
when there is pressure on nerves. It may, however, 
occur with either of the other forms of aortic 
syphilis and when anginal in type should suggest 
the involvement of the mouths of the coronary 
vessels. 

There are, again, other indefinite symptoms 
which may appear early such as giddiness, faint- 
ness, cough, or “misery in the chest.” These are 
often so vague that the condition is not suspected 
by the physician or the patient may discount their 
significance. In the main, dyspnoea, especially 
paroxysmal dsypnoea, and chest pain, are the 
symptoms for which medical aid is sought. They 
should always suggest aortic syphilis and lead to 
a careful physical and roentgen study of the heart 
and aorta. 

Physical Signs 

The physical signs of this condition cannot be 
described here in detail, but several may be men- 
tioned in passing. In any suspected case of car- 
diovascular syphilis (and it should be emphasized 
that one out of five patients with late syphilis will 
have it) care should be taken first of all in percus- 
sion of the heart to detect any increased supracar- 
diac dullness. Wherever there is found cardiac 
enlargement an early diastolic murmur at the base 
should be very carefully looked for. This can 
sometimes be heard before there are well marked 
peripheral signs of aortic insufficiency and is best 
heard after expiration with the patient erect or 
leaning forward slightly. More important still, 
because it may lead to a diagnosis of early syphi- 
litic aortitis is a peculiar ringing bell-like quality to 
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the second heart sound. This has been given many 
elaborate attributes such as tympanitic, clanging, 
reverberating, but as a matter of fact it sounds as 
much as anything like a stone dropping into a deep 
well. It is thought to be due to a dilated aorta or 
a structural change at the aortic ring and when 
present may be of considerable help in leading to 


an early diagnosis. 

The physical signs of aneurysm when it is 
located so as to produce physical signs are well 
known. They are visible or palpable pulsations of 
the chest wall or clavicle, a widened area of supra- 
cardiac dullness, tracheal tug, and at times a thrill 
or peculiarly distributed murmur. If the aneu- 
rysm is located in the ascending aorta, there is very 
commonly as noted above, an accompanying aortic 
insufficiency. It is important to point out that car- 
diac enlargement and congestive heart failure may 
be entirely wanting in patients with aneurysms 
which do not involve the aortic valve. 


Electrocardiogram 


In electrocardiograms in this condition, there is 
nothing of characteristic significance unless it be 
in instances where the mouths of the coronary 
arteries are involved as is frequently the case when 
aortic insufficiency is present. Such patients will 
commonly show an abnormality of the T wave, 
at times like that seen in coronary occlusion’. Pre- 
mature ventricular beats are occasionally encoun- 
tered as in any cardiac disorder. In the rare 
instances of gumma formation in the ventricle 
there may be involvement of the conduction system 
resulting in bundle branch or complete heart block. 
Auricular fibrillation in syphilitic heart disease is 
notoriously uncommon. 


X-Ray 


The X-ray has become a valuable adjunct in the 
diagnosis of aortic syphilis. This may be but con- 
firmatory when an aneurysm is present producing 
undoubted physical signs. But in early cases of aor- 
titis or in aortic insufficiency it may be of the great- 
est aid. First of all in the antero-posterior view it 
may reveal not only a widening of the supracardiac 
shadow but a bulging of the right border of the 
ascending aorta, which on fluroscopy can be seen 
to pulsate. There is commonly flattening of the 
so-called aortic knob in contrast to the prominence 
of this shadow in arteriosclerosis and hyperten- 
sion. This widening of the first part of the aorta 
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may be seen better still in the oblique position. 
With the fast speed exposures it is often possible 
in this position to outline clearly the course of the 
thoracic aorta and a dilatation is readily detectable. 
It is important to take a plate in the left oblique 
position in all patients suspected of having aortic 
syphilis, because in this position the width of the 
first part of the aorta can best be determined. Any 
measurement in a line across the aorta just above 
the heart shadow greater than six c.m. indicates 
dilatation—and dilatation of this part of the aorta 
is most commonly due to aortic syphilis. We should 
always obtain then a roentgen examination of all 
patients with late syphilis or with suspected syphi- 
litic heart disease. An expansile bulge of the right 
border of the ascending aorta, a dilatation of any 
part or the whole of the aorta, and a flattening of 
the aortic knob may be of singular help in reach- 
ing an exact diagnosis. 1°! 


The Wassermann Reaction 


In all patients with late syphilis, the blood Was- 
sermann reaction is important. In aortic syphilis 
this test may either cloud or decide the issue. It is 
probably “‘the earliest, the most important, and the 
most constant single sign.” + The majority of 
studies show that it is positive in 70 to 80% of 
the cases, **'* In some series, this figure is as 
high as 92.6%° When positive it serves to clinch 
the diagnosis. It is in the instances with a negative 
blood Wassermann test that difficulties arise. 
Levine!” in a recent anaylsis of 40 cases proved by 
autopsy to aortic syphilis found that there were 
12 (30%) with negative Wassermann reactions. 
Four of these had aortic insufficiency including 
two that had aneurysm as well and a positive past 
history of syphilis. Four others had aneurysm 
and no aortic insufficiency. Finally there were four 
(10%) who had neither aneurysm, aortic insuf- 
ficiency nor a positive history of syphilis, yet all 
showed at autopsy a definite luetic aortitis. Such 
patients in whom aortic syphilis is suspected 
because of symptoms or physical signs should be 
carefully studied for other signs of late syphilis, 
such as Argyll-Robertson pupils, or an abnormal 
spinal fluid in which possibly a positive Wasser- 
mann reaction will be found. They in particular 
should have a careful roentgen examination and in 
suspicious cases a provocative Wassermann test 
on the blood should be made. 
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Treatment 


The best method of treatment of aortic syphilis 
is not universally agreed upon. The arsenicals 


have fallen into disfavor because formerly serious 
accidents and even death occurred during their 
use and some still consider it dangerous to employ 
arsenic in treating cardio-vascular syphilis. It is 


dangerous to give it in routine fashion but if it is 
given cautiously, in small doses, increasing very 
slowly, it can be given safely and it not only may 
relieve the patient’s symptoms, but may prolong 
his life. The best approved method is first of all 
to treat heart failure if present as one would in 
any case with rest, digitalis, restricted fluids, ete. 
After temporary improvement occurs one should 
start anti-luetic treatment with mercury or bis- 
muth and iodides. The mercury may be given as 
inunctions or by mouth, but preferably, in order 
to assure absorption, by the intrasmuscular route. 
A satisfactory method is the intramuscular injec- 
tion of the succinimide of mercury twice a week, 
a course consisting in six doses of 13 milligrams 
(made up as % c.c. of solution) six of 26 milli- 
grams and six of 40 milligrams. If bismuth seems 
preferable it may be given intramuscularly as qui- 
nine-iodo-bismuthate in doses of 0.3 gm. twice a 
week for seven or eight weeks. Along with either 
drug the patient should receive potassium iodide 
by mouth, beginning with 0.6 gm. three times a 
day and increasing gradually until he is taking six 
or eight grams a day. If this form of treatment is 
carried out at the start there is less likelihood of 
the patient’s having a reaction to the arsenicals 
when they are started. As noted above, the dangers 
with arsenical drugs in cardio-vascular syphilis are 
not so much in their use as in their being given 
uncautiously and in too large doses. After four to 
eight weeks of preliminary treatment as outlined 
above, the patient may be started on 0.1 or possibly 
0.2 gm. of arsphenamine or its equivalent of neo- 
arsphenamine (0.15 to 0.3 gm.). This should be 
given in courses of eight or ten injections at weekly 
intervals, never in doses of more than 0.3 or 0.4 
gm. of arsphenamine. After such a course the 
patient may rest for four to eight weeks and then 
treatment should be resumed. The repeated courses 
should be administered over a period of two years 
or longer, depending upon the results of treatment. 
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Results of Treatment 


The same difficulty arises in treating aortic syph- 
ilis as in other forms. With improvement the 
patient oftens thinks he is cured and it is hard if 
not impossible to give him prolonged or adequate 
treatment. As intimated above, adequate treatment 
may accomplish two things : 

1. It first of all may relieve the patient of his 
symptoms of pain, cough or paroxysmal dyspnoea. 

2. It will in some instances very definitely 
delay the progress of the disease and thus prolong 
the life of the patient. 

A single case may be cited as an illustration. 
G. C. (Med. No. 25298), a 42-year-old Greek 
electrician, was admitted to the wards of the Peter 
Bent Brigham Hospital, Boston, in February of 
1925, complaining of weakness and paroxysmal 
cough with bloody sputum. He was not troubled 
with dyspnoea or chest pain, but his symptoms had 
necessitated his giving up work. He was much 
depressed because he had been told by his doctor 
that he had an aneurysm and that nothing could 
be done by way of treatment. Physical examina- 
tion (confirmed by roentgenogram) revealed an 
aneurysm of the transverse arch of the aorta. The 
blood Wassermann test was positive. He was 
started, after a preliminary course of mercury and 
potassium iodide, on arsenical treatment. There 
was a remarkable change in his attitude toward 
life, chiefly because something was being done for 
him. Within several weeks his cough disap- 
peared and by May he was able to return to work. 
Treatment was continued over a period of several 
years during which he was active. An X-ray exam- 
ination four years after his first admission showed 
only slight increase in the size of the aneurysm. 
In December, 1929, he had a cerebral vascular 
accident from which he died. Death was shown 
at autopsy to be due to hemorrhage following 
obstruction of the right middle cerebral artery by 
a fragment of blood clot, presumably from the 
aneurysm. The latter was fusiform involving the 
upper ascending aorta with a saccular pocket 
formed by the innominate artery. Such a case 
does not necessarily prove the value of treatment 
as to prolonging life but illustrates the relief of 
symptoms which will often come in such cases 
with antiluetic therapy. 
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TABLE II 


The Effect of Treatment on the Prolongation of Life in 
Aneurysm of the Aorta.!* 


Duration of life until 
death or last observa- 
Total tion, measuring from 


Treatment Cases Living Dead 

Onset of Start of 

Symptoms Treatment 
None or very little 11 11 9 mos. 6 mos. 
Equivalent of one 
course of an arsen- 
ical or one long 
course of a heavy 
metal (1%-3 mos.) 
Equivalent of one 
long course each of 
an arsenical and a 
heavy metal (3-12 
months) 
More than one year 
of adequate treat- 
ment 


34 mos. 28 mos. 


28 mos. 43 mos.* 


12 7 5 69 mos. 55 mos. 
*In this group there were five patients whose aortic aneurysms 
were discovered in the course of routine physical examination 
(confirmed in each case by roentgenographic and_ fluoroscopic 
examinations) the patient having suffered no symptoms referable 


to the aneurysm. 


TABLE III 


The Effect of Treatment on the Prolongation of Life in 
Syphilitic Aortic Insufficiency.*!* 


Duration of life until 
death or last observa- 
Total tion, measuring from 


Treatment Cases Living Dead 
Onset of Start of 
Symptoms Treatment 


None or very little 25 ; 20 32 mos. 31 mos. 


Equivalent of one 
short course of an 
arsenical or one long 
course of a heavy 
metal (1%-3 mos.) 
Equivalent of two 
arsenical courses 
plus a heavy metal 
(3-6 months) 
Equivalent of 3 ar- 
senical courses (6-12 
months) 

More than one year 
of adequate treat- 
ment 


29 mos. 20 mos. 


34 mos. 31 mos. 


11 d 54 mos. 37 mos. 


20 2 a 65 mos. 58 mos. 


90 patients with aortic regurgication, 3 with syphi- 


*Includin 1 
3 with syphilitic aortitis and 2 with angina 


litic myocarditis, 
pectoris. 

The figures in Tables II and III, taken from a 
study by Moore and Danglade'*, show the effect 
of treatment on the duration of life in different 
types of aortic syphilis. They emphasize the 
importance of prolonged and thorough treatment 
as well as indicate the beneficial results which such 
treatment may afford. 

Unfortunately, not all cases respond well and 
often we find patients who lose ground rapidly in 
spite of vigorous therapy. It is certainly a fact 
that once a patient with syphilitic aortic disease 
develops congestive heart failure he rarely ever 
recovers adequate cardiac compensation. Heart 
failure in cardio-vascular syphilis marks the begin- 
ning of the end. This is in contrast to the rheu- 
matic aortic cases who will often regain compensa- 
tion after one or more bouts of congestive heart 
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failure. Syphilitic aortic cases not only go down 
hill steadily after a break in compensation; they 
not infrequently die suddenly even at rest in bed 
without a struggle and without any indication that 
immediate danger is at hand. This in particular is 
true of those with aortic insufficiency. The moral 
is that treatment to be effective must be started 
early and thus we have the obligation of making 
the diagnosis early in every patient who is known 
to have or is suspected of having late syphilis, or 
who has obscure symptoms arising in the chest. 


Summary 


In summary then, cardio-vascular syphilis is in 
the large majority of cases syphilis of the aorta. 
It occurs in the beginning as an aortitis, later as 
syphilitic aortic insufficiency with or without aneu- 
rysm, and should be looked for in all patients with 
late syphilis. It is often readily detected on roent- 
gen examination. Great care should be taken in 
these unfortunate individuals to make the diag- 
nosis early for it is a condition that is amenable 
to treatment when recognized early. Treatment 
with mercury, iodides, and arsenic should be per- 
sisted in over a long period of time and when care- 
fully given will often both relieve the patient’s 
symptoms and prolong his life. 


BIBLIOGRAPHY 


1. Wilson, F. N., Wile, U. J., Wishart, S. W., and 
Herrmann, G. R. “Changes in the Electrocardiogram fol- 
lowing the Arsphenamine Treatment of Cardiac and 
Aortic Syphilis.” Proc. Soc. Exp. Biol. and Med., 23 :275: 
1926. 

2. Turner, K. B., and White, P. D. “The Heart and 
The Aorta in Early Syphilis.” Arch. Int. Med., 39 :1 :1927. 

3. Ingraham, R. and Maynard, E. P. Jr. “The Elec- 
trocardiogram and the Teleroentgenogram in Early Syph- 
ilis”’ Amer. Heart Jour., 6:82 :1930. 

4. Longcope, W. T. “Syphilitic Aortitis, Its Diag- 
nosis and Treatment.” Arch. Int. Med., 

5. Paullin, J. E. “The Incidence of Syphilitic Infec- 
tion in the Negro and the Disability It Produces.” Trans. 
Assn. Amer. Phys., 42 :46:1927. 

6. Carter, E. P., and Baker, B. M., Jr. “Certain 
Aspects of Syphilitic Cardiac Disease.” Bull, Johns Hop. 
Hosp., 48 :315 :1931. 

7. White, P. D. “Heart Disease.” The MacMillan Co., 
New York, 1931, p. 360. 

8. Wilson, F. N. Discussion. 
6:89 :1930. 

9. Juster, I. R., and Pardee, H. E. B. “Abnormal 
Electrocardiograms in Patients with Syphilitic Aortitis.” 
Amer. Heart Jour., 5:84:1929. 

10. Ledbetter, P. V., Holmes, G. W., and White, P. D. 
“The Value of the X-Ray in Determining the Cause of 
Aortic Regurgitation.” Amer. Heart Jour., 1:196:1925. 

11. Sproull, J. “Roentgen Study of the Thoracic 
Aorta; A Summary.” N. E. Jour. Med., 205 :83 :1931. 

12. Levine, S. A. “The Diagnosis of Syphilitic Aortitis 
with Negative Wassermann Reactions.” Amer. Heart 


Jour., 6 :116 :1930. 
and Danglade, J. H. ‘The Treatment 


13. Moore, J. E. 
of Cardio-Vascular Syphilis.” Amer. Heart Jour., 6:148: 


1930, 


Amer. Heart Jour. 





fol- 
and 


os 


and 
927. 
lec- 
yph- 


iag- 
fec- 
ans. 
‘tain 
Lop. 


Co., 
our., 


mal 
itis.” 
Di 
e of 
. 

racic 
rtitis 
[eart 


ment 
148: 


THE RHODE ISLAND MEDICAL JOURNAL 


Owned and Published by the Rhode Island Medical Society 
Issued Monthly under the direction of the Publication Committee, 106 Francis Street 








FrepertcK N. Brown, M.D., Editor 
309 Olney Street, Providence, R. I. 


Asa S. Brices, M.D. 

Aex M. Burcess, M.D. 
W. Louts CHAPMAN, M.D. 
Paut Appieton, M.D. 
Witrrep Picktes, M.D. bitdton 


CreIGHTON W. SKELTON, M.D., Business Manager 


FrepErRIcCK N. Brown, M.D., Chairman 
C. W. SKELTon, M.D. 

Epwarp V. Murpuy, M.D. 

Harry Lee Barnes, M.D. 

James W. Leecu, M.D. 


NormMAN M. McLeop, M.D. Editors 
Apert H. Mitter, M.D. 
Dennett L. Ricuarpson, M.D. 
Guy W. WELLs, M.D. 

Isaac GERBER, M.D. J 


Committee on Publication 





Advertising matter must be received by the 10th of the month preceding date of issue. 
Advertising rates furnished upon application to the business manager, CreIcHToN W. SKELTON, M.D., 106 Francis St., Providence, R. I. 
Reprints will be furnished at the following prices, providing a request for same is made at time proof is returned: 100, 4 pages without 
covers, $6.00; each additional 100, $1.00; 100, 8 pages, without covers, $7.50; each additional 100, $2.80; 100, with covers, $12.00; each 
additional 100, $4.80; 100, 16 pages, without covers, $10.50; each additional 100, $3.00; 100, with covers, $16.00; each additional 100, $5.50. 
Susscription Prick, $2.00 pER ANNUM, SINGLE Copies, 25 CENTs. 
Entered at Providence, R. I. Post Office as Second-class Matter. 








RHODE ISLAND MEDICAL SOCIETY 


Meets the first Thursday in September, December, March and June 


President Wallum Lake 
Ist Vice-President Providence 
2nd “ “ West Warwick 
Secretary Providence 
Treasurer Providence 


H. L. BARNES 

N. D. Harvey 
Cuas. H. CHRISTIE 
J. W. LeEecu 

J. E. Mowry 


DISTRICT SOCIETIES 
KENT 


Meets the second Thursday in each month 

Wittiam H. Dyer President 
J. A. Mack Secretary 
NEWPORT 

Meets the second Thursday in each month 


D. P. A. Jacosy President 
ALEXANDER C. SANFORD Secretary 


Apponaug 
West Warwick 


Newport 
Newport 





PAWTUCKET 

Meets the third ‘Thursday in each month excepting 

July and August 
President 
Secretary 


PROVIDENCE 
Meets the first Monday in each month excepting 
July, August and September 


Lucius C. KINGMAN President 
P. P. CHase Secretary 


WASHINGTON 
Meets the second Wednesday in January, April, 
July and October 
President 
Secretary 


WOONSOCKET 

Meets the second ‘Thursday in each month excepting 

July and August 
President 
Secretary 


Central Falls 
Pawtucket 


Ettiott M. CLarkKEe 
Henry J. HANLEY 


Providence 
Providence 


Westerly 


L. H. JoHnson 
Westerly 


Joun CHAMPLIN, Jr. 


Woonsocket 
Woonsocket 


W. A. BernarpD 
T. S. Fiuynn 


R. I. Ophthalmological and Otological Society—2d Thursday—October, December, February, April and Annual at call of President. 
Dr. F. W. Dimmitt, President; Dr. N. A. Bolotow, Secretary-Treasurer. 


The R. I. Medico-Legal Society—Last Thursday—January, April, June and October, Dr. Fenwick G. Taggart, President; Dr. Jacob S. 


Kelley, Secretary-Treasurer. 








EDITORIALS 


POLITICS AND PUBLIC HEALTH 


The recent exhibition of political manoeuvering 
brought about by the resignation of Dr. Charles 
V. Chapin as Superintendent of Health of Provi- 
dence should remind us forcibly that even the 
health of the community means nothing to profes- 
sional politicians when votes are at stake or when 
personal or party advantage is to be gained. As 
long as our political system remains what it is, and 
as long as human nature persists in retaining many 


of its undesirable characteristics, this state of 
affairs will remain the same and it is useless to 
expect any reform if the office be left in politics. 
It is indeed fortunate that the outcome of this 
latest election was so desirable; in Dr. Richardson 
we have a worthy successor to Dr. Chapin, and we 
can rest assured that the health of the community 
is in eminently safe hands. May we point out, 
however, that this pleasant state of affairs resulted 
from a very close vote and that the outcome may 
not be so fortunate on subsequent occasions? We 
may easily have someone elected to this position 
whose chief medical qualification is unswerving 
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party loyalty. It is high time that this office, and 
all such offices involving public health, be removed 
from politics; and the devising of a method 
whereby this might be accomplished could well be 
made the object of serious study by the medical 
and legal professions. 


HEAT AND HEALTH 


With the advent of colder weather one is often 
forcefully reminded of the absurd and unhealthy 
American custom of overheating. That too much 
heat is more conducive to colds and their resulting 
disease is almost universally admitted, yet thus far 
there has been but little practical application of 
this fact. The disproportion of weight of clothing 
worn by women and men is in part the cause of 
the high degree of temperature at which many of 
our office buildings is kept and men, with their 
woolens, must work in the same temperatures with 
women in their near nudities. The wastage of fuel 
is enormous, unnecessary and absurd. Any con- 
tinued temperature above 72 is harmful, yet it is 
not at all infrequent to find the temperature well 
above 80 and the air of a foulness that comes from 
continued rebreathing. Whatever we may boast 
from our present culture and civilization, we may 
say nothing of present day conditions of heating 
and ventilation. Railroads are flagrant offenders. 
Not infrequently the temperature is well over 90, 
a thing that could be remedied by the simple turn- 
ing of a valve, did the custodian think to turn it in 
time. Again we have to think of the temperature 
of the sick room. In an abundant hospital experi- 
ence the writer has never seen a room thermom- 
eter in a hospital room or ward, which he did not 
install himself. Yet here more than anywhere else 
should climatological considerations be more care- 
fully considered and weighed. Doubtless many of 
our “ether pneumonias” are due to lack of care of 
temperature environment rather than of careless- 
ness in anesthesia. Some of our nurses do not like 
to be told of some of these little matters of 
“domestic medicine.” 


SIDE PATHS IN MEDICINE 
More than a decade ago there was presented at 
a small gathering of medical men an essay with the 


above title in which the author, a competent and 
respected physician, discussed types of clinical 
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investigation and therapeutics which vary from the 
generally accepted lines followed by the main body 
of the profession. Such “side-paths” the author 
averred, while often diverging sharply from the 
main high road and at times ending blindly, in 
some instances would be found in general to par- 
allel the path of progress and might even actually 
constitute “cut-offs” on the way toward the goal 
of truth. As examples of the sort of work which 
he considered to be “side-paths” we might name 
the intensive application of physiotherapy or of 
bacterial vaccines to all kinds of clinical conditions. 
In his own case the “side-path” which the author 
elected to travel was labelled “endocrinology.” As 
the years have gone by since the presentation of 
this paper, the windings of this by-way have 
proved so interesting and the vistas spread out 
before the traveller so intriguing that it has been 
mistaken at last for the high road itself. 

The lesson is clear. While all divergent by-paths 
must be investigated and their direction deter- 
mined, this should be done by trained explorers. 
They should never be followed by the ordinary 
traveller where they lead one out of sight of one’s 
main objectives. Our therapeutic goal cannot be 
reached by abandoning the “main-travelled road” 
for one of these divergent trails however alluring 
it may seem. In other words, abnormal conditions 
are not consistently to be corrected by vaccines, 
psychotherapy, gland pills, nor even high colonic 
irrigations nor by a combination of these and other 
less ordinary measures but by a conscientious 
attempt to study, understand and treat the patient 
as a whole. Granted that endocrine disorders exist, 
that vaccines at times may be of service, that a 
study of the personality is always advisable and 
even that there may be times when a high colonic 
irrigation might do some good, one must consist- 
ently stick to the ideal of considering the entire 
individual, not merely the disease or the diseased 
part. A sick person is not only a many sided bio- 
chemical problem, but also a study in neurology 
and psychology. If, then, the high road of medi- 
cine is the consideration and care of the entire 
human being in all his phases, and if we stick 
closely to the center of this road, we shall be able 
at all times to keep in view the various branching 
pathways, using any of them which parallel our 
route as they may be needed to get past specific 
obstacles but never following them blindly off into 
the brush out of sight of the main path of progress. 
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REPORT OF THE MILK COMMISSION 
OF THE PROVIDENCE MEDICAL 
ASSOCIATION. 


Dr. REUBEN C. BATES 


Certified milk in Providence is obtained from the 

following farms: 
Alta Crest Farm, Spencer, Mass. 
Cherry Hill Farm, North Beverly, Mass. 
Cocumcussoc Farm, Wickford, R. I. 
Walker-Gordon Farm, Charles River, Mass. 

Through the co-operation of the Boston and 
Worcester Commissions we have accepted their 
certification of three farms in Massachusetts. 

All our farms have made excellent progress to- 
wards the eradication of bacillus abortus infection 
and to date are free from this disease. 

Cocumcussoc Farm of Wickford is the only 
farm directly under our supervision. They have 
an accredited herd and are free from bacillus abor- 
tus infection. When tested April 17, 1931, they 
did not show any positive T. B. reactors. They 
have been producing certified milk for ten months 
and the spirit of co-operation has been very great. 

The sale of our milk in and around Providence 
has approximated 700 quarts daily. This is a dis- 
tinct increase in the consumption of our product, 
which means the public is more desirous of good, 
clean, safe, untreated milk. 

The examinations, bacteriological and chemical, 
are made under the supervision of Professor Gor- 
ham. Weekly bacteriological and chemical exam- 
inations are made of milk from three farms, while 
the product from one farm is examined three times 
weekly. The results as tabulated were gratifying 
and compare very favorably with certified milk 
from other parts of the country. The average bac- 
teria count from over 300 samples was 4,578 per 
&.<, 

The personnel of the Commission includes Drs. 
William P. Buffum, M. Adelman, William H. Jor- 
dan, A. R. Newsam and Reuben C. Bates. 
January 1, 1932. 
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CLINICAL-PATHOLOGIC CONFERENCE 


Tuesday, October 27, 1931 


Case reported by Dr. Paul Cook. 

The following mimeographed history was passed 
out. 

H.T. Male. Age 20. White. Admitted March 
27, 1930. 

C. C. Complaining of weakness, nausea, vomit- 
ing and pallor. 

P. H. Has never been well. Got through school 
with frequent periods of absence. For several 
years frequent attacks of above symptoms. Appe- 
tite good but unable to retain certain foods, such 
as milk, eggs, tea and coffee. Never marked con- 
stipation. For the past few years has had very 
large movements, especially if bowels allowed to 
go 2-3 days without movement. This has been 
especially marked in the past 6 weeks. Frequent 
attacks of diarrhoea with much mucus in the 
movements. Very foul odor to stools at times. No 
tarry or clay colored stools. Undigested food fre- 
quently noted. Fistula in ano at age of 4, this 
treated for 8 years. Was treated for pulmonary 
tuberculosis from the age of 16 to that of 18. Dur- 
ing this period his general condition became worse. 
Never had cough, expectoration or hemoptysis. 
Early caries of teeth. All teeth extracted about 
1% years ago, were said to be abscessed. Follow- 
ing this there was marked improvement especially 
in regard to nausea and vomiting for 114 months. 
Then his symptoms returned. For six weeks prior 
to his admission his condition became steadily 
worse and he was confined to bed with weakness, 
nausea, vomiting and diarrhoea. He was jaundiced 
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for 2-3 weeks at onset with light colored stools. 
He has lost considerable weight. X-ray of G. I. 
tract taken about 1 month ago was reported nega- 
tive except for dilation of the colon. 

P. E, Well developed emaciated boy of 20 with 
marked pallor and sunken eyeballs. Hair is pure 
white. Lips pallid. Tongue smooth with no papil- 
lae. Teeth all out. No adenopathy. Heart and 
lungs negative except for systolic apical murmur 
and scattered rales in the right chest. Abdomen 
negative. Liver, spleen and kidneys not felt. Deep 
reflexes of arms and legs are equal and active. 

Admission Diagnosis : Secondary anemia. ? Pri- 
mary anemia. Ulcerative colitis. 

W.B.C., 5,900. Hg. 30%. R.B.C., 1,176,000. 
C.1., 1 plus. Wasserman neg. Slight anisocytosis 
and poikilocytosis with occasional normal blast. 
Stool positive for occult blood. 

Gastric contents showed absence of any acidity. 
He was given a transfusion and put on a liver 
extract and P.A. diet. 

Eye examination shows large streaked hemor- 
rhage in the left eye. Patient improving under 


treatment and was discharged on April 4th with 
diagnosis of P.A. and ulcerative colitis. R.B.C., 


1,600,000, Hg. 40% on discharge. To continue 
P.A. treatment at home. 

After discharge patient improved for several 
months under dietary treatment. Red cells in- 
creased to 4,500,000 and Hg. 80%, and then he 
had a gradual return of symptoms, with increased 
pallor, although still on liver diet with liver extract. 
His condition grew worse with progressive fall in 
red cell count and Hg. On November 10, 1930, 
his R.B.C. was 2,036,000, Hg. 40%, W.B.C. 3,600, 
64% polys, 30% lymph, 6% cos. R.B.C. shows 
marked variation in size, and some basophile 
degeneration. Icteric index 100. Vanderburgh 
negative. Fragility test normal. He was again 
transfused with the same donor as in the first 
transfusion, his brother. Immediately following 
this his eyes smarted and became injected and 
marked oedema of the eyelids soon appeared, also 
itching of the skin with urticarial weals. This sub- 
sided in 6 hours without treatment. Questioning 
disclosed brother had occasional attacks of asthma 
and hives. There was some improvement follow- 
ing transfusion and in December he was admitted 
to the Peter Bent Brigham Hospital as a patient of 
Dr. Murphy and a diagnosis of P.A. was made. 
His blood picture improved again under liver ther- 
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apy. Reticulocytes reached 23.9% on December 
16th. R.B.C. 2,060,000. 

It was considered that some abdominal condi- 
tion was retarding his recovery and Dr. Murphy 
suggested that his gall bladder be X-rayed and if 
found diseased to be removed when condition war- 
ranted. Patient returned to Providence on Decem- 
ber 17th, and improved under same treatment, R. 
Cells reaching 5,000.000. Hg. 80%. 

X-Ray revealed a non-functioning gall bladder, 
and spleen was palpable. He had some disturbance 
of sensation in his legs, his knee jerks were exag- 
gerated and there was slight unsteady gait. Oper- 
ated on March 24, 1931, by Dr. Kingman for 
diseased gall bladder. Two small stones were 
removed. The pathological diagnosis was acute 
cholecystitis with cholelithiasis. The spleen was 
found to be markedly enlarged. He made an 
uneventful recovery and was discharged April 8, 
1931. 

From that time until last admission, July 29, 
1931, had increasing difficulty in walking. Loss of 
sense of balance and inability to control his legs. 

He walked with a cane and fell frequently. He 
continued his liyer diet and his blood seemed good 
although he appeared pale. His R.B.C. were 
5,600,000, and Hg. 90%. He had slight attacks of 
nausea with occasional vomiting. On July 29th 
he was again admitted to the neurological service 
because of his nerve symptoms. These grew stead- 
ily worse. 

Tendon reflexes exaggerated, ankle clonus pres- 
ent and positive Babinski. Abdominals were absent 
on the right and sensation from the level of umbil- 
icus down was markedly disturbed. Liver therapy 
was continued, and while blood remained normal, 
cord symptoms progressed steadily. On August 
Ist, R.B.C. 5,060,000. Hg. 100%. On August 
7th, R.B.C. 4,600,000. Hg. 90%. Temperature 
ranged up to 104.5. Transferred to medical serv- 
ice. He finally became comatose and died August 
15. There was pre-agonal temperature of 107. 

Dr. Paut Cook: “X-ray of the chest was also 
taken at the time and there was no sign of tuber- 
culosis. Dr. Murphy suggested that his gall blad- 
der be X-rayed and if found diseased to be 
removed when condition warranted. I should say 
that he also recommended removal of spleen but it 
seemed too much to take out at the time.” 

Dr. Lawson: “This case is not like anything 
that I ever saw before. There are three or four 
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points of special interest. One is the youth of this 
patient to have pernicious anemia. This is a disease 
of middle life and is quite rare at the age of 
twenty. Nevertheless a year ago there were two 
cases reported. One age fifteen and the other 
eighteen years of age and there is enough here | 
think to warrant a diagnosis. First, he had white 
hair. He had a smooth atrophic tongue. He had 
gastric anacidity. Then the boy had a severe 
anemia with a high color index. He improved on 
liver therapy. This is now considered a definite 
therapeutic test. If we agree that this boy had 
pernicious anemia it is interesting to speculate as 
to why he had it. Dr. Castle’s very remarkable 
work has thrown some light on the etiology of 
P.A. That it is a deficiency disease due to the fact 
that the patient has disordered gastric digestion. 
There have been many cases in the literature in 
the last few years which tend to point out that you 
may have other causes of this deficiency such as a 
stricture of the ileum or a long severe diarrhoea. 
This boy has a long history of nausea and severe 
diarrhoea. Diarrhoea is, of course, sometimes a 
symptom of P.A. but very rarely as severe as this 
boy’s. Another is the nature of his neurological 
symptoms. In many cases it seems they will not 
develop neurological symptoms if they receive a 
sufficient liver diet. It is very unusual for such 
severe symptoms to develop while under treatment. 
We are not told whether he had any symptoms of 
meningitis or whether a lumbar puncture was 
done. There is a suggestion that. he might have 
had tuberculosis. Tuberculosis of the spinal cord 
is not very common but it has been found and 
could cause these marked cord symptoms.” 

Q: “Is not the most common mistake in the 
diagnosis of pernicious anemia to mistake it for 
tuberculosis ?” 

A: “That never occurred to me. I think per- 
nicious anemia is most often confused with ob- 
scure anemias such as aleukemic leukemia.” 

Q: “Did I not understand Dr. Lawson to say 
that the neurological symptoms were more pro- 
nounced after the liver extract was given?” 

A: “T did not mean to say that.” 

Dr. WinG: “This case presents a great many 
things and conditions which are not usually found 
in pernicious anemia. That it is pernicious anemia 
I have no doubt. It seems that diagnosis is quite 
evident but there are things that made the case 
exceedingly interesting. First. the patient’s age. 


CLINICAL-PATHOLOGIC CONFERENCE 33 


The youngest I have ever seen with pernicious 
anemia is one about thirty. Another factor which 
perhaps throws light on the etiology of pernicious 
anemia is the story of this boy’s early life. A 
marked gastric disturbance. It seems that this 
might have some bearing on the anemia. The fact 
that the spleen was found enlarged does not seem 
unusual. 

“The cord symptoms began within about six 
months of the time he died, and progressed rather 
rapidly. | have a recollection of one instance about 
two years ago of a man who died with pernicious 
anemia with very severe cord symptoms when his 
blood was in a very poor condition. The death is 
a very unusual one and it would seem to me that 
postmortem examination is going to show us 
something that we don’t know. There is some 
factor here that is not common in the average 
P.A. There is something behind it all. I am wait- 
ing to hear what Dr. Clarke has to say.” 

Dr. DEWotF: “Speaking of cord symptoms of 
pernicious anemia, it is said that they can be better 
controlled by an excess of liver. More liver than 
is required to get the blood into condition. Is that 
correct? That is the impression I got.” 

Dr. Lawson: “You need to use much larger 
amounts than is required to keep the blood at a 
normal level. Usually the cord symptoms improve. 
However, in some cases they become progressively 
worse in spite of treatment.” 

Dr. MessinGer: “This patient had a hemor- 
rhage in the eye. It came there after the transfu- 
sion. As far as the hemorrhages in pernicious 
anemia is concerned that clears up after the 
patient’s blood has improved. I happened to be 
present at an autopsy in Vienna where there was 
found a severe case of miliary tuberculosis of the 
spleen. I just speak of that because there is a pos- 
sibility of this boy having tuberculosis. Many peo- 
ple think that infections have something to do with 
inaugurating the condition which brings about 
anemia. I was struck by the fact that that the 
younger the patient the worse they did as far as 
the duration of life was concerned.” 

Demonstration of Postmortem Material 

Dr. CLARKE: “The only organ I brought was 
the spleen. It is rather an unusual size for a P.A. 
spleen. It weighs 440 grams. The normal spleen 
weighs 90 grams. On external examination of the 
body there was found a bed sore which was 
infected and a culture from that grew out staph. 
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aureus. When we opened the body, as far as the 
heart was concerned it was negative. In the lungs 
we found old tuberculosis scars. These were com- 
pletely healed and I think they could have had 
nothing to do with his recent trouble. Other organs 
were essentially negative. The gall bladder was 
gone. The liver was normal. The rest of the intes- 
tinal tract was negative. The bone marrow was 
not markedly hyperplastic. It was moderately 
hyperplastic but the microscope showed the cells 
to be largely of the myelitic series. The spinal 
cord was interesting. I have part of it here. I 
have some sections. If you look at them you can 
see there is a marked degeneration but in the lat- 
eral and posterior columns the degenerated part is 
light in color. Here is some of the cord tissue not 
sectioned.—Fixed in Zenkers. Here again the light 
areas are areas of degeneration. There was no 
infection of either the meninges or cord. There 
was cystitis and ulceration of the bladder. From 
the heart’s blood at postmortem we cultured a 
staph. aureus. The portal of entry was evidently 
the bed sore. He died of a blood stream infection. 
But there was nothing to explain the pernicious 


anemia or cord symptoms. His age of course 


brings up the question of some sort of congenital 
or familial degeneration of the cord but I should 
think that would show up earlier in life. To the 
best of my ability to explain the case there was 
pernicious anemia with marked cord damage and 
a terminal blood stream infection.” 


SOCIETIES 
PROVIDENCE MEDICAL ASSOCIATION 


The regular monthly meeting of the Providence 
Medical Association was called to order by the 
President, Dr. John E. Donley, Monday evening, 
December 7, 1931, at 8:45 o’clock. The records of 
the last meeting were read and approved. 

The Standing Committee having approved their 
applications, the following were elected to mem- 
bership: Ernest Wade Bishop, Benjamin Earl 
Clarke, L. Addison Curren, James J. Flanagan, 
Marshall N. Fulton, Eugene A. Hagan, William 
H. Hodgson, Joseph P. Leone, Jose P. Lobo, 
James P. Londergan, Patrick J. Lynam. 

The Secretary reported that at a meeting of the 
Standing Committee held November 20, 1931, it 
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was voted to recommend to the Association that 
they give consideration to the matter of the 
appointment of a Superintendent of Health for 
the city of Providence. Dr. Edward S. Brackett 
read the following resolution: “The Providence 
Medical Association desires to pay tribute to Dr. 
Charles V. Chapin upon the announcement of his 
voluntary retirement from the office of Superin- 
tendent of Health in the city of Providence. 

“The city of Providence in January, 1932, is to 
lose the services of a great leader in public health 
recognized throughout the world for his studies in 
this field, for his leadership, his vision, and for 
the highest type of public service. We are proud 
to pay our tribute to one of our own members 
who for forty-eight years has held this important 
office with great distinction. Therefore, be it 

“Resolved, That we, the Providence Medical 
Association, do hereby record our appreciation of 
Dr. Charles V. Chapin’s long and distinguished 
service in this important office, and 

“Resolved, That the Providence Medical Asso- 
ciation desires to place itself on record with the 
Providence City Council as desiring that in the 
appointment of a successor to Dr. Chapin they 
shall appoint a man long recognized by the medical 
profession both at home and at large as a leader 
in the field of public health, one well acquainted 
with the work and ideals of Dr. Chapin and one 
who can take leadership in this field and preserve 
the highest ideals and traditions established by Dr. 
Chapin in his work for the city of Providence.” 

It was unanimously voted to adopt these reso- 
lutions. 

Upon the motion of Dr. Arthur H. Ruggles it 
was voted that a committee be appointed to present 
at the next meeting resolutions on the resignation 
of Dr. Charles V. Chapin. The President appointed 
Drs. Dennett L. Richardson, G. Alder Blumer and 
Eugene King. 

The first paper of the evening was read by Dr. 
Anthony Corvese on “Acute Perforation of Peptic 
Ulcer. Statistical Study of 106 Cases.” This rep- 
resented a careful study of the cases for the last 
five years at the Rhode Island Hospital. It showed 
that the mortality was directly dependent upon the 
shortness of time between perforation and opera- 
tion. He recommended spinal anesthesia and no 
drainage in early cases. Gastro-enterostomy has 
been done but adds greatly to the operation. A 
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series of slides showed the statistics. Dr. Charles 
O. Cooke discussed the paper. 

The second paper of the evening by Dr. Howard 
kK. Turner was on “Seminal Vesicles as Foci of 
Infection.” A very long list of bodily complaints 
was quoted as attributable to infections here. He 
divided the infections into four groups according 
to severity, the milder being treated by catheter- 
izing the ducts and incision, excision in more 
severe cases, with some too severe for any treat- 
ment. He demonstrated an instrument for cath- 
eterization. A series of twelve cases were reported. 
The paper was discussed by Dr. Eric Stone. 

The third paper was by Dr. William A. Horan 
on “The Treatment of Fractures at the Hip Joint.” 
A very large number of X-Rays of the upper end 
of the femur and the adjacent pelvis were shown 
and a report of the methods used were given. The 
paper was discussed by Dr. Roland Hammond. 

The last paper was given by Dr. J. J. Cohen in 
collaboration with Dr. H. O. Colomb on “The 
Report of the Psychopathic Department of the 
Providence City Hospital.” Patients are sent here 
for a prompt decision as to their psychic trouble 
and the further disposal of their case. In a very 
interesting manner Dr. Cohen gave a clear inter- 
pretation of the aims of the institution and what 
it had accomplished. Dr. Arthur H. Harrington 
discussed the paper. 

The meeting adjourned at 11 P. M. Attendance 
122. Collation was served. 

Respectfully submitted, 
PETER PINEO CHASE, 
Secretary. 


The Annual Meeting of the Providence Medical 
Association was called to order by the President, 
Dr. John E. Donley, Monday evening, January 4, 
1932, at 8:55 o’clock. The records of the last 
meeting were read and approved. 

The reports of the Secretary, Standing Com- 
mittee, Treasurer and Reading Room Committee 
were read. 

Mr. Eaton, traffic engineer, spoke on the park- 
ing situation on the East Side and a number of 
members participated in the discussion. 

The first paper of the evening, on “Millstones 
or Milestones in Diagnosis,” was read by William 
Seaman Bainbridge, A.M., Sc.D., M.D., C.M., of 
New York City. He emphasized that neither lab- 
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oratory or clinical findings in themselves were 
sufficient without the other side, and reported two 
series of cases illustrating this, and made a strong 
plea for clinical observation. The paper was dis- 
cussed by Dr. John W. Keefe. 

The annual address of the President was read 
by Dr. John E. Donley, on “The Beginnings of 
the Providence Medical Association.” In a delight- 
ful manner he sketched its birth, its surroundings 
in Providence and first officers, and the business 
of some of its early meetings. 

The Standing Committee made the following 
nominations: For President, Lucius C. Kingman, 
M.D.; for Vice-President, James W. Leech, M.D.; 
for Secretary, Peter Pineo Chase, M.D.; for 
Treasurer, Charles F. Deacon, M.D. 

For Member of the Standing Committee for 
five years, John E. Donley, M.D.; for Trustee of 
the Rhode Island Medical Library for one year, 
Roland Hammond, M.D. ; for Reading Room Com- 
mittee, George S. Mathews, M.D., Elihu Wing, 
M.D., Guy W. Wells, M.D. 

For Delegates to the House of Delegates of the 
Rhode Island Medical Society : E. M.. Porter, M.D., 
C. F. Gormly, M.D., H. McCusker, M.D., P. P. 
Chase, M.D., J. T. Monahan, M.D., H. Libby, 
M.D., A. W. Mahoney, M.D., J. A. Gilbert, M.D., 
C. W. Skelton, M.D., T. Grzebien, M.D., F. W. 
Dimmitt, M.D., R. DiLeone, M.D., L. I. Kramer, 
M. D., W. A. Horan, M.D., P. C. Cook, M.D., 
J. J. Hoey, M.D., R. R. Baldridge, M.D., C. C. 
Dustin, M.D., E. A. Sharp, M.D., J. G. Walsh, 
M.D. 

The Secretary was empowered to cast one ballot 
for the list of officers and committees. Dr. Donley 
asked Drs. Herman C. Pitts and Emery M. Porter 
to escort the new president, Dr. Lucius C. King- 
man, to the platform, which was done. The Presi- 
dent appointed the following committees : 

For Collation Committee, Raymond F. Hack- 
ing, Anthony V. Migliaccio; for Publicity Com- 
mittee, Creighton W. Skelton, Isaac Gerber, 
Charles F. Gormly. 

The Secretary read the announcement of a sym- 
posium on the treatment of paresis at the State 
Hospital, January 11, 1932. 

It was voted to appropriate $250.00 for the pur- 
chase of medical journals and $200.00 for binding 
journals for the medical library, and $450.00 for 
the use of the Medical Building. The dues for 
the ensuing year were fixed at $5.00. 
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The meeting adjourned at 11:05 P. M. Attend- 
ance 154. Collation was served. 
Respectfully submitted, 
PETER P1INEO CHASE, 
Secretary. 


HOSPITALS 


MemoriaAL HospitaL 


The staff meeting was held November 5, 1931. 
The meeting was called to order by Dr. Charles 
H. Holt at 9:10 P. M. Minutes of the preceding 
meeting were read and approved as read. The 
speaker of the evening was Dr. John G. Walsh. 
He summarized the work of the Pre-Natal Clinic 
and of the work done at the new hospital wing. 
Discussion was led by Drs. Kenney, White, Kelly, 
Van Dale and Feinberg. 

Members present at the meeting were: Drs. 
Bates, Bertini, Davis, Feinberg, Fishbein, Fox, 
Goldberger, Greenstein, Happ, Hanley, Harris, 
Hacking, Henry, Holt, Kelly, Kenney, Kerney, 
Petrucci, Ryan, Saklad, Sargent, Trainor, Turner, 
Vandale, Walsh, Wheaton, White, O’Neil and 
Murphy. 

Meeting adjourned at 10:00 P. M. 

MEYER SAKLAD, M.D., 
Secretary Pro Tem. 


STATE HospiITAL FOR MENTAL DISEASES 


A symposium on the treatment of paresis was 
heid at the Rhode Island State Hospital for Men- 
tal Diseases at Howard, R. I.,on Monday, January 
11th, at 8:00 P.M. The program of the meeting 
was as follows: 

“The Immunological Aspects of General Paresis 
and the Hinton Test,” by Dr. W. A. Hinton of 
the Boston Dispensary. “The Correlated Patho- 
logical Aspects of General Paresis,” by Dr. D. 
Rothschild of the Foxborough State Hospital. 
“The Treatment of General Paresis with Malaria,” 
by Dr. R. P. Crank of the R. I. State Hospital. 
“The Diathermy Treatment of General Paresis,” 
by Dr. C. L. Perkins of the Worcester State Hos- 
pital. 

The papers though brief were followed by an 
interesting general discussion. Physicians were 
cordially invited to attend. 
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LETTERS TO THE EDITOR 


To the Editor: 


On'behalf of the Rhode Island Medical Society I 
wish to state that any person soliciting physicians to 
place their order for medicinal spirits and alcohol ° 
as allowed by law does so upon his own respon- 
sibility and not as a member or officer of the Rhode 
Island Medical Society and without now or pre- 
viously the approval, endorsement or support of 
the Rhode Island Medical Society. 

J. W. Leecu, M.D., Secretary 


(This letter was probably inspired by a false 
rumor that the Society through some agency, is 
sponsoring a movement to place medicinal alcohol- 
ics before the physicians of Rhode Island—Ed. ) 





LET’S BE FAIR 


The recent paper by a recent speaker before the 
Providence Medical Association should not rest 
without further comment, for it indicated that 
laboratory and X-Ray aids to diagnosis were 
“millstones” around the neck of the clinician. 

The basic argument of the speaker, that the 
modern diagnostician was wont to place too much 
dependence upon the laboratory and failed often 
to make full use of his God-given powers of obser- 
vation, sounded a timely note, and one cannot but 
emphasize the point, but the speaker’s method of 
approach was that of the cartoonist—emphasis of 
the defects of the laboratory without so much as 
enumerating the virtues. 

A few isolated and glaring laboratory failures 
grouped together and held up to ridicule by a 
wholly melodramatic delivery is not a fair analysis 
of the subject and unconvincing dangerous argu- 
ment in favor of “hunches” and “snap diagnoses.” 

It is well recognized that X-Ray examinations 
are susceptible to misinterpretation. The wonder 
of it all is that the expert estimate of such evidence 
is so accurate considering the technical difficulties, 
and one is often and too silently led to admiration 
of the acuity and learning of the Roentgenologist. 
Again, the Wassermann reaction has never been 
credited with accuracy above 96 per cent, but, 
granting the possible four per cent error, should 
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we throw into the discard this test which has been 
the basis of relief of untold suffering? Because 
the Zondek-Ascheim reaction is probably suscept- 
ible to a two per cent error, is it any less of a boon 
in the average case requiring differential diag- 
nosis ? 

The speaker intimated that the facilities of the 
modern hospital were the “crutch upon which the 
careless physician leans’ when he has “eyes for 
a microscope.” Is the automobile a “crutch” when 
one has perfectly good legs, or the incandescent 
light a “crutch” because God has given us the 
moon and stars to light the night? 

The spotlight of the platform at a medical meet- 
ing is not a mere invitation to staged “ballyhoo,” 
but is an opportunity for the speaker to teach logical 
conclusions drawn from analytical thought, and 
experimental evidence. The average medical audi- 
ence is entitled to the dignity of scientific truth 
rather than the colorful spectacle of the fortunate 
“hunch.” 

It is pleasant to contemplate the attentive inter- 
est of a medical audience and its forbearing polite- 
ness toa guest speaker, but a highly colored cartoon 
of universally accepted and respected medical 


methods should not go unchallenged. 
LISTENER. 





January 13, 1932. 
To the Editor: 


The contemplated extension of parking restric- 
tions to be applied to a large area of the East Side 
section of Providence will undoubtedly be a source 
of inconvenience, to say the least, to physicians 
whose offices and patients’ homes are included in 
the area. It has been suggested that these incon- 
veniences may possibly be mitigated if doctors’ cars 
are equipped with some distinguishing insignia. 
I, therefore, would call attention to the fact that the 
American Medical Association has adopted an offi- 
cial automobile emblem which is distinctive, regis- 
tered with a serial number, and which is issued 
only to members of the American Medical Associa- 
tion. It comprises the caduceus in gold and red 
superimposed on a green cross, with the letters 
“M.D.” prominently displayed. The emblem comes 
equipped with a bracket which can be clamped upon 
the license plate and are priced at $1.50. 

Any member desiring to place upon his car an 
emblem sold only to physicians, may obtain this 
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insignia by applying to the American Medical 
Association, 535 No. Dearborn St., Chicago, IIl., 
stating that he is a member of the American Med- 
ical Association and including his check for $1.50. 
So far as I know this is the only automobile 
emblem whose sale is restricted to those who have 
the right to display such an emblem. 
Yours truly, 
J. W. Leecu, Secretary 
Rhode Island Medical Society 





NOTES 


At the recent examination of the American 
Board of Obstetrics and Gynecology, held at the 
University of Chicago and the Chicago Lying-In 
Hospital, Dr. Paul Appleton of Providence was 
awarded the Certificate of the Board. 


BOOK REVIEW | 


SELECTIONS FROM THE PAPERS AND SPEECHES OF 
Joun Cuatmers DaCosta. By John Chal- 
mers DaCosta, M.D., LL.D., Samuel D. 
Gross, Professor of Surgery at the Jefferson 
Medical College. Illustrated. 440 pp. Philadel- 
phia and London: W. B. Saunders Company, 
Publishers. 


Since 1825, when George McLellan and _ his 
associates founded the Jefferson Medical College, 
its chair of surgery has been occupied by an 
unusual succession of famous men. McLellan 
himself was the first professor of surgery and his 
successors include Joseph Pancoast, Samuel D. 
Gross, Samuel W. Gross, William Williams Keen 
and the writer of the volume under consideration. 
To thousands of his former students he is affec- 
tionately known as Jack DaCosta, and his courage, 
fortitude and industry in the face of a disabling 
physical handicap have emphasized his right to a 
place in this company of distinguished surgeons. 

The essays and speeches comprising the book, as 
is common with collections of this sort, have been 
published and delivered in a variety of places 
over a long period of years; and they may be 
divided into four groups—historical, philosoph- 
ical, biographical and literary. The first group is 
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the largest and includes an excellent sketch of 
medical Paris during the reign of Louis Philippe. 
The old Blockley Hospital, made more familiar to 
most of us by Cushing in his “Life of Osler,” is 
described with wit and vigor, and his description 
of the politician who uses hospitals as pawns in his 
game might well be applied to all of this ilk. Let 
us quote a little : “He resembled a corkscrew in the 
fact that the more crooked he was, the more pull 
he had. You could no more expect a really good 
thing from him than you could expect to get 
peaches from a gate-post or beefsteak from a 
nightmare. He was from 5 feet 6 to 5 feet 10 high, 
and from 10,000 to 20,000 dollars short. Asa rule 
he could consume a considerable amount of liquor. 
He was apt to boast that whisky never gave him a 
head, which only goes to prove that whisky is not 
more powerful than the Almighty. If he had pos- 
sessed a coat of arms it would have been a plain, 
ordinary crook.” The foundation and the founder 
of the Jefferson Medical College, the old Jefferson 
Hospital, and the operating table upon which 
Gross, Pancoast, Brinton, Levis, Keen, DaCosta, 
Mears, Senn, Weir, Lawson Tait and many others 
worked, all receive interesting treatment in this 
group of essays. 

Some of the most entertaining papers in the col- 
lection are to be found among those in which 
DaCosta expresses his surgical and general philoso- 
phy. Here again his wit and vigor of expression 
find ample play, and many a hard truth is made 
more palatable by a clever bit of humor. One is 
never in doubt as to the author’s stand on a given 
subject ; his views are expressed with a forthright- 
ness which is refreshing, although it must have 
proved extremely annoying to some of those 
against whom it was directed. 

In his biographical essays, the author gives 
interesting accounts of Baron Larrey, Napoleon’s 
surgeon and one of the great figures of military 
surgery ; of Samuel D. Gross and his son and suc- 
cessor, Samuel W. Gross; of Crawford W. Long, 
who stood on the threshold of one of the greatest 
of surgical discoveries and failed to make it known 
to a waiting world; and of William Williams 
Keen, an honorary member of our own society, 
who now, in his ninety-fifth year, is the honored 
dozen of American surgeons. 

A study of Dicken’s doctors and an essay on 
the personal side of Pepys reveal Dr. DaCosta as 
a careful and discriminating student of some non- 
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medical literature, and we cannot illustrate this 
better than by a quotation from the essay on Dick- 
ens. “But Dickens has not used to the best, except 
from a humorous point of view, the mighty life 
experiences of a busy doctor. He has not under- 
stood the weary years of toil, the perplexities, the 
period of hope deferred which maketh the heart 
sick, while waiting for recognition, the trials of a 
brave and worthy man who sees the shallow trick- 
ster preferred and successful, the physical tire, the 
mental exhaustion, the corroding anxiety that 
knows no-end, the sights that stir pity and the 
words that awaken sympathy, the failure in spite 
of effort and the success snatched at last from the 
reluctant hands of fate, the vast power for good 
or evil, the heartbreak that ensues upon failure, 
and the disenchantment that too often follows suc- 
cess. It is all there, the tragedy, the comedy, the 
farce: and he just hints at it in his description of 
the fashionable physician in Little Dorrit; but he 
scarcely tapped this mine of precious wealth. What 
a pity that he never delineated such a lion-heart 
as Abernathy’s, such a lordly soul as Hunter’s, 
such a noble career as Paget’s, or such a helpful 
life as Gross’s The world will always be the 
poorer because he did not.” 


MISCELLANEOUS 


BIOCHEMICAL STUDY OF 
SINUS DISEASE 


Sidney Israel and H. O. Nicholas, Houston, 
Texas (Journal A. M. A., Nov. 14, 1931), present 
the results of a study to determine any changes 
that might be present in the blood, pus, tissue or 
bone wall of diseased sinuses, more especially in 
chronic sinus disease. Only patients with definite 
and unmistakable evidence of a sinus disease were 
selected. The examination of the patients consisted 
of the history, rhinoscopic examination, roentgeno- 
grams of sinuses, and, when indicated, resort to 
direct irrigation of the sinus, chemical analysis of 
the blood, Kahn and Wassermann tests, and urinal- 
yses. The patients were from 4 to 64 years of age. 
The Caldwell-Luc operation was utilized in the rad- 
ical cases when the maxillary sinus was opened. 
The external operation was employed with refer- 
ence to the frontal and ethmoid sinuses. A suffi- 
cient quantity of the bony wall of the sinuses was 
removed, likewise the tissue contents of the sinuses. 
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